
As has been said, the abducted or pronated positionof the foot is the weak position, and in practically all
cases in which the individual has a weakened foot it
will be found that the foot falls into a pronated posi-tion during sleep. The foot may have been kept in a
correct position during the day by braces and shoes,
but during sleep, which is usually about one-third of
ti e time, the foot is allowed to assume the pronated or
abducted position, and it can easily be understood what
an influence this must have on treatment.

Fig. 3.—The strap (d) is to fasten into the buckle (e) of the ankle
support, and, when tightened, draws the foot into a flexed and ad-
ducted position. In some cases it may be of advantage to incorpor-ate a piece of elastic webbing- into the strap. The strips of springbrass fastened to the apparatus by their leather covering serve to
stiffen it and cause the pull of the apparatus to be applied at the
right points.

Fig. 4.—-A modification of the waist band that can be used when,
hallux valgus is present. The hand (a, b, c) around the waist of
the foot is as in Figures 1 and 2, but there is a prolongation (d, e),
along the inner side of the big toe. This prolongation is strength-
ened by a strip of spring brass and corrective force can be brought
to bear on the toe by bending this strip.

In order to overcome this faulty position during sleep
and to aid the process of growth, the apparatus, out-
line drawings of which are here shown, has been de-
vised.

By a slight change in. the apparatus it can be used
to great advantage as a night support for clubfeet.
This is done by simply changing the strap and buckle
to the outer side. Tightening the strap will now tend
to hold the foot in a flexed, pronated or abducted posi-
tion, just the reverse of the position in ordinary equino-
varus.

Hair Dye Poisoning.—Dr. J. H. Mackay, Norfolk, Neb., re-

ports a case in which the eruption extended beyond the scalp
to the face, shoulders and arms, with itching, burning, red-
ness and puffing. The eruption was similar to ivy poisoning,
but with larger individual pimples. There were constitutional
symptoms suggestive of arsenic poisoning. The diagnosis was

confirmed by three attacks during a period of six months, con-
current with the ipplication to the hair of "Mrs. Potter's
Pure Walnut Juice."

TWO CASES OF SUBPHRENIC ABSCESS
W. E. THOMPSON, M.D., and B. K. ELLIS, M.D.

GREELEY, COLO.

The following case is reported because we believe,
that, even in the face of a rapidly increasing literature,
it is appropriate to draw attention to the not infrequent
condition of subphrenic abscess following appendicitis
and to the condition of empyema and lung abscess
following subphrenic abscess, even when an appendiceal
abscess is drained and occasionally after the removal
of a non-suppurating appendix.

Patient.\p=m-\W.P., aged 26 (family history immaterial), was

operated on at Omaha for appendicitis, two years before the
date of first examination. He believed it only a drainage oper-
ation. A year and a half later an abscess opened externally in
the right iliac region. The patient was shortly removed to a

hospital, where two attempts were made to close the resulting
fistula. At this time there was a swelling of the lower part of
the chest on the right side. Later he began suddenly to cough
and to expectorate large quantities (two to four pints) of very
foul pus, the swelling in the liver region gradually subsiding.

Examination.—March 23, 1909: Patient admitted to the
hospital, emaciated, dyspneic, with rapid breathing, no expan-
sion of the right thorax. Temperature, 102 F.; pulse, 110;
bulging of the right thorax, dulness extending up into the
axillary space, area of dulness changing with posture. Amph-
oric breathing and other cavity signs of right lung.

Diagnosis—In the order of occurrence: Appendicitis, sub-
phrenic abscess, empyema, lung abscess.

Operation.—March 23, under ether, which the patient took
poorly, resection of sixth rib was done, evacuating about one
quart of pus; breathing was easier. By a linear incision in
outer border of right rectus, we opened the subphrenic space
and demonstrated a sinus leading from the appendix to the
right lung, through which air escaped in breathing as it also
did in the thoracic opening; drainage of openings was effected.

Postoperative History.—At no time after operation was
there any drainage through the old sinuses in the appendieeal
legion. On the second day the drainage was removed from the
subphrenic space, with closure of the wound twelve days after
operation. The thoracic discharges gradually lessened until
on April 7 the discharge had ceased and the wound about
closed. The patient was up, gaining in weight; his cough
was negligible.

The next case is reported because of the long train
of symptoms, and widely separated septic conditions
that may follow a seemingly mild and non-suppurative
appendicitis after apparent recovery; also because of the
obscure symptoms present due to the small amount of
pus and its many locations; and because of the fact
that the pus must have been present for a long time
and the tissue reactions excellent to produce such a com-

pletely organized pus.
Patient.—W. F., male, aged 28 (family history not ob-

tained; early history negligible), in 1904 worked in the tropics
where he had a "fever" which left him with large stellate scars
on the back. He complained of not having felt well for some
time before the examination. He could remember no very
severe pain but some colic.

Examination.—March 18, 1909: The patient was a mus-

cular male, not markedly emaciated, with face flushed, rapid
breathing, rapid pulse, temperature 102 F., an area of con-

solidation in the left upper lobe of lung, and no marked signs
oi extensive pneumonia. The sputum contained Friendlandcr's
bacillus and numerous cocci; it was slightly blood-stained. We
made a diagnosis of pneumonia.

Course of Disease.—The patient next morning was removed
to the hospital, at which time his temperature was 95 F.,
pulse 110; the other conditions were unchanged. The patient
had had no chills and gave no history of chills but had chilly
sensations. During the next day he complained of severe pniri
in the diaphragmatic area on the left side. Next day the pa-
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tient looked markedly worse; the septic appearance was in-
creased. There was at this time (March 24) some dulness
and some pain over the gall bladder, and appendix, general
rigidity of the abdomen, and much tenderness over the eighth,
ninth and tenth ribs left laterally. Blood count at this time
gave 37,000 white blood cells and 95 per cent, polynuclears.
The urine was reduced in quantity; the urea output markedly
reduced ; very large percentage of albumin, considerable bile.
The sputum was unchanged. On more careful examination of
the chest it was concluded that the left lung was collapsed;
there was tympany to the third rib, dulness above, metallic
tinkling and amphoric breathing over the base. 1'he diagnosis
was revised to disease of either gall bladder or appendix, sub-
phrenic abscess and pyopneumothorax.

First Operation.—Under ether, March 22, the abdomen was

opened; the gall bladder was found normal, and the appendix
inflamed. There were recent and old adhesions and general
peritonitis; the omentum was glued to the parietal wall. No
abscess was located. There was some serosanguineous fluid in
the pelvis. The appendix was removed and the wound closed.
Aspiration of the thorax gave negative results, so the chest
was not opened.

Second Operation.—The next day, the septic symptoms be-
coming worse, it was deemed proper to explore the left sub-
phrenic space and left chest further. The patient being unfit
for a general anesthetic, a diagonal incision was made be-
neath the eighth, ninth and tenth cartilages. The subphrenic
spaces were explored but no pus cavity found. Aspiration of
the chest showed a few drops of liquid pus. A rib was re-
sected and two drams of thin, odorless pus was turned out.

The patient died next morning at 10 a. m.

Autopsy.—The left lung was collapsed; there was an area
of 1 caled tuberculosis in the left apex; no íre3 pus in the
pleura, but the lung covered with organised pus so adherent
that it was with difficulty removed; the same condition existed
between the lobes. There was pus of the same character in
the anterior and middle mediastinal spaces; the mediastmal
glands were enlarged but not suppurating. The pericardium
was adherent and purulent with the same kind of pus; the
right lung was about normal, but beneath it, lying on the
diaphragm, was a small amount of organized pus. The left
subphrenic space contained two or three drams of thick or-

ganized gelatinous pus, as did the right subphrenic space ; there
was no abscess cavity and no marked adhesions. The right
kidney space at the upper pole contained similar pus; no stone
or pus was found in the kidney; both kidneys were enlarged
and bile-stained; the capsule stripped easily. The liver was

enlarged, otherwise normal. The stomach was normal except
some adhesions in the gastrohepatic area; on its anterior sur-

face was an old scar of a healed ulcer; it had no adhesions
about it and did not show on the outside to either inspection
or palpation. The duodenum and gall bladder were normal.
The pancreas was somewhat sclerotic, there was no hemor-
rhage or abscess. There was nothing in the lower abdomen
but adhesions and seropurulent peritonitis.

From the fact that there had been an old appendi-
citis and that no other source of pus was found and
that pus was in the subphrenic space on both sides and
in the right kidney space, we are forced to conclude that
there was, first an appendicitis with insignificant symp-
toms and without suppuration causing a subphrenic
abscess, and later a general peritonitis secondary to the
abscess with lymphatic infection to the lung. Eisen-
drath in an article in 1908 speaks of this condition but
found but six cases of left subphrenic abscess due to
appendicitis.

The time consumed in developing such widely dis-
seminated foci and pus of the organized quality must
have been considerable. Unfortunately no bactériologie
examination was made of the pus.

DARK-GROUND ILLUMINATION WITH ORDI-
NARY MICROSCOPE EQUIPMENT

CHARLES GOOSMAN, M.D.
CINCINNATI

The interest in the Spiroch\l=ae\tapallida has brought
the methods of dark-ground illumination into prom-
inent use for practical purposes. The following is a

method of securing this form of illumination, without
the aid of special apparatus. The only things needed
are a microscope-stand fitted with an Abb\l=e'\condenser of
1.20 N. A. or 1.40 N. A.\p=m-\focusingscrew for the con-
denser\p=m-\aswing out ring below the condenser (such as
is fitted to most microscopes, for holding a blue glass
disc), 16-millimeter and 4-millimeter objectives, the
latter preferably of low aperture (0.65 N. A.), al-
though the one with a higher aperture will do. The
illuminant may be a simple one-inch flat-wick oil lamp,
although a high power single glower nerust lamp is very
much better. Dark-ground illumination is easily ob-
tained with low power objectives, therefore it is best to
practice with the 16-millimeter lens before using the
higher power necessary to distinguish the spirochete,

Cardboard center-stop for use in dark-ground Illumination.

following the directions given below:
Using the 16-millimeter objective, take a slide of

sedimented urine, or scrapings from the mouth, con-

taining epithelial cells. First focus the object, then
focus the condenser until the image of the light source

(the flat side of the flame from an oil lamp, for in-
stance) is seen in the field with the object. Provide
a center-stop cut out of cardboard or heavy dark paper
like the diagram—a circular disc, having a portion be-
tween the rim and the center cut out, as shown by the
unshaded part. This kind of diaphragm comes with
most microscopes, but can be readily made. Several
such discs should be cut out, leaving central stops of
different, sizes. The outside diameter of the disc, of
course, must fit the turn-out ring that is placed below
the condenser. With the object and the light source
both in focus, as stated above, put a small disc under
the condenser. If that does not completely darken the
field, use a larger disc, and finally alter the focus of the
condenser a trifle until the field is black, and the objects
stand out brilliantly. This method, with the 16-milli-
meter objective and high ocular facilitates the search
for casts. When one is found, merely swinging out the
ring carrying the center-stop brings direct illumination
into use.

It should be added that when using dark-ground
illumination the iris diaphragm below the condenser
should be wide open to start, and then it can be partially
closed, if necessary, to make the field darker. It is
easy to get a dark-ground with the low-power objective,
but when using the high power the difficulties increase.
The best method is first to put a large drop of cedar-
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